Section of Ophthalmology
President-FRANK A. JULER, F.R.C.S. [March 12, 1943] Tuberculosis of Conjunctiva.-S. H. BROWNING, M.R.C.S., L.R.C.P. (for Mr. HAROLD RIDLEY and Mr. WILLIAMS). A woman, aged 29. An ulcer on the lower iid was noticed in December 1942. It was a punched-out ulcer with hard edge on the inner third of left lower lid. There was a yellow patch on the bulbar conjunctiva where the ulcer touched. In the course of about one month the ulcer as such cleared up and the condition was then obviously tuberculous.
Sections of a portion of the conjunctiva showed typical tuberculous giant-cell svstems and Ziehl-Neelsen's stain showed tubercle bacilli. Guinea-pig inoculation was positive and the tubercle bacilli were found to be of human type.
Sections of tissue from the lid, and of a lymph gland from the guinea-pig were also shown.
Mr. 0. G. MORGAN said that he had seen three or four cases of this type in which the infection had been with the human form of tubercle bacillus. They were accidental infections and not part of a general tuberculous condition, and were treated locally with ultra-violet rays; two were sent to a sanatorium as well for six months, where they had general treatment and again ultra-violet light. All of them had enlarged preauricular glands, which were either aspirated or opened. In two of them he removed all the coxcomb conjunctiva very thorouighly, and he thought that they all got well.
The local condition certainly cleared up, and, as far as he was aware, there was no spread to a general tuberculous infection. He felt that there was great scope for sanatorium treatment in these cases. He had also sent to the sanatorium three or four people who on account of chronic relapsing bilateral iridocyclitis had lost one eye and in whom the other eye was definitely going downhill. He regarded this condition as tuberculous, although actual tests could not prove it, and he was quite convinced that these people did very much better in a sanatorium than by being treated as out-patients.
Mr. LINDSAY REA said that he remembered a case of a young girl who had disseminated tuberculous lesions on the eyelids, face, fingers, wrists, and ankles, and through the lady almoner she was sent to Rollier's Sanatorium, Leysin, for two years. There at 5,000 feet above sea level and in brilliant sunshine she greatly improved, and she lived for 19 years afterwards. Rollier used to give intensive sunlight treatment to the everted eyelids for ten minutes every day.
In another case of a tuberculous eyelid, a boy had a gland beneath the mandible. He had considered excising the gland at the time, but he merely treated the boy for the eye condition which cleared up. The gland in the neck, however, afterwards broke down, with a running sinus for years. The patient shown by Dr. Browning had inflamed glands, which she did not like to have touched. He urged that she be sent to a sanatorium and get as much sunshine as possible.
Mr. P. MCGREGOR MOFFATT said that he had a similar case which proved to be tuberculous. It was in a bpy aged 14, who was sent to Hayling Island for treatment and did J UNE-OPHTH. 1 very well indeed. After six months he came back and was practically normal. Concerning the transmission of the condition from one tuberculous subject to another, he saw an interesting case seven or eight years ago in which a girl had what was clinically a primary chancre of the lip, which was subsequently proved to be tuberculous, and it was then found that her fiance was suffering from open tuberculosis of the lungs. THE PRESIDENT said that he had seen several cases of primary tuberculosis of the conjunctiva which did well with local treatmnent. In one case a sub-epithelial roll in the fornix was dissected out. Cases with ulceration were scraped and on the whole did well. Personally he was afraid of large doses of tuberculin. In a modern textbook it was recommended that the initial dose should be 1/10,000,000 mg. Whether that had any effect he could not say but it was very different from giving 1/10,000 mg.
Mr. HAROLD RIDLEY said that there was no sign of tubercle elsewhere in his patient. The case was seen by one of his colleagues, who suggested that the infection had been caught from farm animals. Whether it was a true case of Parinaud he could not say. THERE is considerable difficulty in controlling the pain produced bv glaucoma, iritis, and cyclitis. The pain is frequently prolonged and if controlled by the administration of drugs, means their frequent administration, which, if morphia is used, is undesirable and carries the risk of initiating a deplorable habit.
Pain from superficial lesions, such as abrasions of the cornea, can usually be controlled by the use of a local anesthetic and a pad and bandage. The nain of iritis may be reduced by the subconjunctival injection of air as introduced byl Magitot in 1912. The air must be injected liberally by a syringe and fine needle above, below, to the right, and left so as to cause a large area of emphysema. But the effects of the procedure have a short duration and other means of alleviating pain had to be found.
Two methods are available: (1) Anxesthetization of the spheno-palatine ganglion.
(2) The injection of alcohol into the orbit.
(1) Ant.sthesia of the spheno-palatiize ganglion. This is produced by the injection of novocain into the posterior palatine canal with a needle 30 mm. long. The effect of the injection is immediate but the action is not very prolonged and it is not safe to substitute alcohol for novocain. Blepharospasm disappears, the eyes open, photophobia goes and there is no more pain.
(2) Intra-orbital injections of alcohol.-In 1930 Weekers of Liege drew attention to the sedative action of intra-orbital injections of alcohol. There is no difficulty in carrying out the injection, and there is no danger, provided that it is carefully carried out. There is needed a 2 c.c. syringe and a needle 40 mm. long, some 4%b solution of novocain, and 40 to 60% ethyl alcohol. The needle used must be fine, with a short point which must not be too sharp so as to avoid injury to the optic nerve or orbital veins. It is inserted 6 mm. below the middle of the external palpebral ligament through the skin of the lower lid and the point directed towards the sphenoidal fissure through the muscle cone. It must not be inserted more than 30 mm. so that the point may not reach the sphenoidal fissure which is 10 mm. deeper. The piston of the svringe should be slightly withdrawn to make certain that a vein has not been pierced. One c.c. of a 4% solution of novocain is injected and this will become diffused around the ciliarv ganglion in exactly the same way as when giving a retro-ocular injection of novocainl before operating upon an eye.
The needle is left in place and in five minutes 1-5 c.c. of ethyl alcohol 40 to 60% are injected. This does not cause pain and its sedative effect is almost immediate. One effect of using too deep an injection, and thus reaching the sphenoidal fissure, is paralysis of one or more extra-ocular muscles. The external rectus is the one usually affected, but the action of the muscle ret-urns completely by at most six weeks and the paralysis
